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Abstract 
Background: Parallels have been drawn between the ‘Great Depression’ of the 1930s and 
the more recent ‘Great Recession’ that followed the 2007/8 financial crisis. Austerity was the 
common policy response by UK governments in both time periods. This article examines 
health inequalities at a local level in the 1930s, through a historical case study.  
Methods: Local and national historical archives, Medical Officer for Health reports, and 
secondary sources were examined from 1930 to 1939 to obtain data on inequalities in health 
(infant mortality rates, stillbirths and neonatal mortality rates, 1935 and crude overall mortality 
rates, 1936) and ward-level deprivation (over-crowding rates, 1935 in Stockton-on-Tees, 
North-East England. 
Results: There were striking geographical inequalities in health between the most and least 
deprived wards of Stockton-on-Tees in the 1930s. Infant mortality rates, neonatal mortality 
rates, stillbirths and particularly overall mortality higher in those wards with higher levels of 
overcrowding. 
Conclusions: There were clear geographical inequalities in health in the 1930s with the most 
deprived areas in the 1930s having the worst health outcomes. The areas with the worst health 
outcomes in the 1930s remain so today - health inequality is extant over time across different 
periods of austerity. 
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Health Inequalities in the Great Depression: a case study of 1930s Stockton-on-Tees, 
North East England 
 
Introduction 
The global financial crisis of 2007/8 led to a long period of recession across Europe. The 
catalyst was a downturn in the USA housing market which led to a collapse in financial markets 
across the world. Banks  required state bailouts, stock markets posted massive falls 
depressing the ‘real’ economy and stimulating high unemployment rates of around 8.5% in the 
UK and the USA, 10-12% in France and Italy and more than 20% in Spain and Greece. The 
IMF announced that the global economy was experiencing its worst period since the 1930s: 
the ‘Great Recession’ [1].  
 
Government responses to the ‘Great Recession’ varied. In the UK (mirroring some other 
European countries most notably Spain and Greece), a strict policy of austerity was 
implemented from 2010 onwards [2]. This has been characterised by a drive to reduce public 
deficits via large scale cuts to central and local government budgets, reduced health care 
funding, and large reductions in welfare services and working-age social security benefits. 
Research shows that these cuts have hit the poorest parts of the country hardest [3] with 
austerity disproportionately impacting on the availability of key services in these areas, 
widening social inequalities within them and spatial inequalities between them and other areas 
[4][5].  
 
Consequently, there is a growing public health research, policy and practice interest in the 
effects of austerity on health and health inequalities. Recent studies such as that by Barr et al 
(2015) [6] suggest that inequalities in mental health and wellbeing increased at a higher rate 
between 2009 and 2013. Further, since the implementation of austerity from 2010, people 
living in more deprived areas have seen the largest increases in poor mental health [7] and 
self-harm [8] [9]. Internationally, Niedzwiedz et al (2016) [10] found that reduced spending or 
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increased conditionality may have adversely effected the mental health of disadvantaged 
social groups between 2006 and 2012. These echo previous studies of the effects of public 
sector and welfare state contractions on increases in health inequalities in the UK, Finland, 
US and New Zealand in the 1980s and 1990s [5] [11] [12][13].  
 
Rhetorical comparisons – e.g. with the media questioning whether the conditions of the 1930s 
have returned - have been made between the austerity that followed the ‘Great Recession’ of 
2007/8 with the austerity of the ‘Great Depression’ in the 1930s [14]. The 1930s thereby 
provide a historical case study for the examination of health inequalities during a previous 
period of recession, high unemployment and austerity. In this paper, we set out to examine if 
there were inequalities in deprivation and in health in the 1930s and whether there has been 
a degree of historical continuity, whereby health inequalities have persisted in certain 
localities.  
 
‘The Great Depression’ followed the Wall Street Crash of 1929, whereby share values in the 
United States plummeted rapidly, resulting in a global financial crisis [15]. In the UK a sharp 
rise in unemployment followed, suffered disproportionately by the major industrial areas such 
as the North-East of England [16] [17]. National income fell while costs of supporting the 
unemployed rose due to the high numbers claiming benefits. Fearing a budget deficit, in 1931 
a Conservative-dominated National Government cut unemployment benefits by 10%, 
alongside increased National Insurance contributions. Qualification for benefits, particularly 
via the introduction of the means-test, was also made more difficult and receipt was 
stigmatised by the media and politicians [17].  
 
There has been some debate amongst historians about health inequalities during ‘The Great 
Depression’ with Webster (1982) finding that whilst there was not a detrimental impact on 
health inequalities nationally, some localities were adversely impacted [18]. Winter (1979) had 
previously suggested that the national improvements could also be seen across local areas, 
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with an associated narrowing of inequalities [19]. Southall and Congdon (2004) analysed 
1,770 local government districts between 1927-1936 [20]. They concluded that inequalities in 
infant mortality rates were affected by the standard of housing, but not by unemployment rates 
[20]. Levene et al (2004) concentrated on Borough Councils, and noted a rise in health 
expenditure over this period [21]. However, areas with a low rate base and high unemployment 
levels tended towards low health spending [21] – perhaps partly explaining Webster’s view 
that local inequalities were observed.  
 
This article advances this debate - and also engages with contemporary public health 
discourse about austerity and health inequalities - by using archival material to examine 
geographical inequalities in health in Stockton-on-Tees, North-East England during the 1930s. 
Although Stockton was not exceptionally badly affected during the 1930s, and did not qualify 
for ‘special area’ status as one of the worst affected areas, nonetheless significant social and 
health inequalities were observed and documented by the Medical Officer for Health, and thus 
it provides an informative case study against which to compare more recent, exceptional, 
conditions. 
 
 
Methods 
As part of the ‘Local Health Inequalities in an Age of Austerity: The Stockton-on-Tees Study’ 
[22], this paper presents historical, archival data on health inequalities by ward in the 1930s. 
Stockton-on-Tees was chosen as the study site because it has the highest geographical 
inequalities in health in England both for men (at a 17.3 year difference in life expectancy at 
birth between lower super output areas - LSOAs) and for women (11.4 year gap) [23]. Today, 
Stockton has high levels of social inequality, with some wards with very low levels of 
deprivation (e.g. Ingleby Barwick) and others with high levels of deprivation (e.g. Town 
Centre). These areas are often only a few miles apart. Deprivation overall is higher than the 
national average, e.g. 21.9% of children live in poverty compared to 19.2% nationally [23]. 
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This makes it a particularly important site to analyse health inequalities during both 
contemporary and historical periods of austerity [24] [25] [26].    
 
Local and national historical archives, Medical Officer of Health (MOH) reports, and secondary 
sources were examined from 1930 to 1939 to obtain data on inequalities in health (measured 
using infant mortality rates [IMR – deaths per 1000 live births], stillbirth rates [per 1000 births] 
and  neonatal mortality rates [per 1000 births] for 1935 and overall mortality rates [crude rates 
per 1000] for 1936 – the only years for which data was found) and ward-level deprivation 
(measured using over-crowding rates for 1935 - the only year for which data was found). 
Particularly informative regarding housing conditions and over-crowding rates were the 
minutes of Stockton Council committees and documentation pertaining to Durham County 
Council’s Public Assistance Committee (PAC). The  MOH reports for Stockton by Dr George 
M’Gonigle [27, 28, 29, 30, 31, 32, 33, 34, 35, 36] provided health statistics alongside 
substantial commentary on social conditions and the links between poverty and mortality.  
 
Data from (MOH) reports were tabulated and presented in bar graphs to demonstrate 
geographical health patterns in terms of IMR, stillbirths and overall mortality rates, alongside 
the distribution of overcrowding.  
 
Results 
Deprivation – overcrowding and slums 
Like many industrial regions of the UK during the 1930s, Stockton suffered from both 
overcrowding and slum housing, often referred to as ‘unhealthy areas’ [16]. At this time, 
Stockton borough council defined overcrowding as any dwelling which did not meet the 
minimum requirements: 1 bedroom house for 1 person families, or 2 person families where 1 
bedroom would suffice (e.g. father and son, mother and daughter, married couples); 2 
bedroom house for 3 person families; 3 bedroom house for four, five and six person families; 
4 bedroom house for all families over six persons (M’Gonigle 1934, p. 22) [32]. Overcrowding 
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exacerbates illness due to the close proximity of living, facilitating disease transfer between 
and amongst families. Furthermore, the psychological stresses of overcrowding could cause 
or aggravate high blood pressure – a major contributor to heart disease, the biggest killer of 
adults in Stockton at the time [27-36, 37, 38]. Additionally, slum housing created ill health 
through damp, poor ventilation, and cold temperatures [39, 40]. A slum neighbourhood was 
defined as an area where the: “narrowness, closeness and bad management, or the bad 
condition of the streets and houses or groups of houses within such an area, or the want of 
light, air, ventilation and proper conveniences and other sanitary defects, or one or more of 
such causes are dangerous or injurious to the health of the inhabitants of the buildings in the 
said area, or of the neighbouring buildings” [41].     
 
Poor families could struggle to afford rental costs. Cuts to benefits exacerbated this, forcing 
families into lower rent, unsuitable, overcrowded accommodation (sometimes with multiple 
families sharing the same house). This encouraged the attendant health detriment highlighted 
above. Expenditure on food, again restricted by reduced benefits, was often cut to enable the 
rent to be paid [42]. The resultant poor diet stimulated ill-health due to, or aggravated by, 
malnourishment. Dr. M’Gonigle  considered for example that much of the child morbidity and 
mortality was influenced by the malnutrition of the child or of the mother during pregnancy.  
 
In Stockton, surveys of slum clearance areas implemented by Stockton Borough Council in 
1933 and 1934 [31, 32] indicated that slum housing was most prevalent in Victoria and South 
East wards. Overcrowding rates for 1935 are illustrated in Table iii, showing that Victoria, 
Portrack and Tilery, and South East wards all had the highest overcrowding rates.  
 
Health Inequalities 
M’Gonigle’s MOH reports highlighted the detrimental health effects of low-income and poor 
housing conditions concomitant with unemployment [30-36]. M’Gonigle considered that the 
lower purchasing power of the unemployed had resulted in an inability to buy sufficient quantity 
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and/or quality of food alongside other costs [42]. In 1933 the British Medical Association 
formed a ‘Committee on Nutrition’. Calculations of the costs of suitable diets, alongside other 
outgoings such as rent and fuel, showed that some of the poorest households in Stockton 
could not afford even the minimum recommended diet.  
 
A major killer of infants was developmental defect, for example congenital heart defect. 
Although such defects were not well understood in the 1930s, M’Gonigle speculated that a 
deficient maternal diet had adverse effects on the anatomical development of the foetus. He 
also suspected dietary deficiencies influenced cases of premature birth – the biggest cause of 
infant mortality. Both assertions have subsequently been supported by more recent research. 
By 1931 he believed that the unemployed were suffering malnutrition, and the impact 
continued into 1936, when M’Gonigle stated: “The importance of good nutrition cannot be 
over-emphasised…the protective foods are expensive and families with low income levels 
cannot afford to purchase adequate quantities” [43]. 
 
Tables i and ii and Figures 1 and 2 show rates of IMR, stillbirths, neonatal mortality and overall 
mortality by ward for 1935 and 1936. These show that those areas with the highest rates of 
overcrowding (see Table iii) were amongst those with the worst health outcomes. For example, 
the highly overcrowded wards such as Victoria (14 deaths/1000 population and South East 
(13 deaths/1000 population), had two of the highest rates of crude mortality. Indeed, these 
wards had high levels of overcrowding, IMR, stillbirths, neonatal mortality and overall mortality. 
It should be noted that mortality rates were also high in areas with  lower rates of overcrowding 
such as Central (14 deaths/1000 population) or West End (13 deaths/1000 population). 
However, with the exception of Central, all of the wards that suffered an above average crude 
mortality rate also suffered an above average overcrowding rate. 
 
 
Discussion 
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The UK government responded to the 2007/8 financial crisis and subsequent ‘Great 
Recession‘ by implementing a policy of austerity. Research has suggested that contemporary 
austerity has exacerbated health inequalities [6] [7] [8] [9]. The policy response of the UK 
government to the 1930s ‘Great Depression’ was similar - of austerity also implemented 
particularly with regards to the welfare system. There has been debate in the historical 
literature about health inequalities in the 1930s [18] [19] [20] [21], and so our paper has used 
archival methods to examine local health inequalities in detail during the 1930s. It has found 
that there were large geographical inequalities in terms of infant mortality rates, neonatal 
mortality rates, stillbirths and overall crude mortality by ward in Stockton-on-Tees. To some 
extent, crude mortality rates replicated patterns of deprivation as measured in terms of housing 
conditions, specifically overcrowding rates. However, this correlation was not strongly 
reflected in infant mortality rates. 
 
Main findings of this study 
Our study suggests that during the 1930s there were clear local inequalities in health related 
to deprivation. Webster [18] and others [19-21] have debated whether the 1930s should be 
perceived as ‘healthy or hungry’, concluding that, whilst nationally health did not suffer unduly 
during austerity, there could be more localised health inequalities – in other words, that many 
of the poorer areas were ‘hungry’ and not ‘healthy’. Our study has examined this issue in more 
detail and finds that there were indeed high health inequalities in this period, with the most 
deprived areas suffering the highest rates of ill health.  
 
Our study also highlights issues of historical continuity (or determinism) in terms of poverty 
and ill health by geography. It is therefore of potential importance for understanding the 
impacts that the recent recession and associated austerity policies might have on 
contemporary health inequalities.  For example, the slum wards of 1930s Stockton (such as 
the Victoria and South East wards) have been incorporated into the new ward of ‘Stockton 
Town Centre’. A recent profile of this ward [49] reported high levels of poverty and ill health, 
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and the ward remains the most deprived in the local authority. Almost 11% of working age 
residents claimed Job Seeker’s Allowance benefits (compared to between 1.7 - 2.5% 
nationally) [44,45] and life expectancy was the lowest in the borough – 67.7 years for men and 
74.8 for women (compared to the Stockton average of 77.8 years and 81.9 respectively) [23]. 
The slum areas identified in this paper from the 1930s are still amongst the most deprived 
areas of Stockton and also England today.  
 
 
What is already known on this topic 
Research has suggested that contemporary austerity has exacerbated health inequalities in 
England [6] and internationally [10], and that people living in the most deprived areas of 
England have seen the largest increases in poor mental health [7] and self-harm [8] [9]. 
Previous historical studies have also examined the association between deprivation and 
health in the 1930s. For example, Winter [19], Webster [18], Levene et al [21] and Congdon 
and Southall [20] have previously debated whether there was an adverse geographical impact 
of the ‘Great Depression’ on health outcomes. Further, geographical studies have examined 
whether there is historical continuity in terms of area level deprivation and ill-health, concluding 
that there is some historical continuity over time with places that were the most deprived and 
unhealthy across the 20th century, remaining so in the 21st  [46, ,47]. Our study adds to these 
literatures.  
 
What this study adds 
This study examines health inequality during the 1930s period of austerity. It provides a 
detailed examination of geographical inequalities in health during the period by focusing on 
local health inequalities in Stockton-on-Tees. Local level analyses of geographical inequalities 
in health in this period have not previously been conducted. It has found high health 
inequalities at a local level in the 1930s, adding geographical nuance to Webster’s national 
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level analysis of the ‘healthy’ 1930s [18]. Given that austerity was the common policy response 
by UK governments in the 1930s and the 2010s, the insights from our historical study are 
therefore of potential importance for understanding the impacts that the recent recession and 
associated austerity policies might have on contemporary health inequalities, given the 
persistence of deprivation over time. 
 
Limitations of this study 
This study uses detailed archival research to examine local health inequalities in the 1930s-
an important subject with great contemporary resonance. However, our study has some 
limitations. Firstly, we use IMR, stillbirths and neo-natal mortality rates as well as crude overall 
mortality rates. These are important indicators but they cannot be seen as proxies for wider 
health issues in the population such as morbidity rates. Further, the overall mortality rates are 
only crude (not age or sex adjusted as would be usual practice in modern epidemiology). The 
data obtained are also from the original Medical Officer of Health estimates made in the 1930s 
and the data collection in that period is not to the same standard as today. Secondly, we use 
overcrowding as our indicator of area-level deprivation. This is only one indicator and is 
obviously far more limited than modern measures such as the Index of Multiple Deprivation 
[48]. Other indicators such as household income or area-level unemployment rates might 
provide different geographical patterns in mortality. Thirdly, the mortality data were only 
available for one year each (1935 and 1936) and so provide only a snapshot of health 
inequalities in Stockton during the 1930s. The patterns of inequalities that we have detected 
may not have been consistent across the decade. Fourthly, the research relies heavily on the 
MOH reports, and the opinions (albeit it professional) of one particular individual in Dr. 
M’Gonigle, which may have been contradicted with evidence from different sources. Finally, 
our analysis relates only to one locality and it may well be the case that health inequalities 
were smaller - or larger - in other local authorities in the 1930s. Our study is therefore not 
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generalisable beyond the case of Stockton-on-Tees, but it does provide a detailed example of 
health inequalities in an industrialised town in an important and under-researched time period. 
 
 
 
Conclusion 
Our paper used archival methods to examine local health inequalities in detail during the 
1930s period of austerity. It has found that there were large geographical inequalities in terms 
of infant mortality rates, neonatal mortality rates, stillbirths and overall mortality by ward in 
Stockton-on-Tees. Overall crude mortality in particular replicated patterns of deprivation as 
measured in terms of housing conditions, specifically overcrowding rates. The insights from 
our study are therefore of potential importance for understanding the impacts that the recent 
recession and associated austerity policies might have on contemporary health inequalities. 
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